Sir: The current reappraisal of the effectiveness of carotid endarterectomy in the management of patients with transient ischaemic attacks (TIAs) associated with carotid stenosis has highlighted a controversy over the relevance of the severity of vessel narrowing. Physicians differ widely in their approach to the management of visible atheromatous change in the carotid artery, particularly when the lesion has produced a stenosis of less than 60%.
Until the prospective data from the European Carotid Endarterectomy trial, or that beginning in North America, become available, the evidence on the pathological importance of the severity of bifurcation disease has to be more indirect.
We considered that a study of the incidence of "silent" cerebral infarction as revealed by CT (fig b) . The left hemisphere was normal except for undue prominence of the Sylvian fissure, probably representing atrophy in the adjacent cortex. Sulci over the convexity of the left hemisphere were more prominent than on the right side.
A right fronto-temporal craniotomy was performed and a superficial mass of 3 to 4 cm in diameter was excised from the region of the operculum. This contained yellowish 307 pus. The histology of the operation specimen showed a pyogenic abscess with surrounding gliosis. Gram-positive branching filamentous organisms were identified within the exudate. The features were considered to be those of cerebral abscess due to nocardia. There was no evidence of tuberculosis or malignant tumour.
After operation the patient was given tuberculostatic drugs and intravenous penicillin and sulphadiazine. There was transient increase in the weakness of the left arm but this, and other neurological functions improved over the ensuing 3 weeks. Recovery was longest delayed in the movements of the left lower face and the tongue. Some dysarthria persisted. At no time was there evidence of impaired emotional control. Further CT, 18 days after operation, showed some mixed density abnormality in the right fronto-temporal area, but all evidence of the abscess had disappeared. The left Sylvian fissure remained prominent.
During the patient's convalescence we concluded that his speech disorder was anarthria of cortical type. With the help of the patient and his family we learned that he was primarily left-handed though he had been forced to use his right hand at school. As a result he was able to write with either hand. Tests, based on those described by Subirana,2 revealed strong left-handed predominance and preference for the left foot and eye. Two of his five children are left handed.
After a course of antibiotics and conSir: The operculum syndrome is a cortical type of pseudo-bulbar -paralysis resulting from lesions in the opercula of both hemispheres. ' An ill-understood unilateral type is also described. Previously reported cases have been caused by occlusive vascular lesions, neoplasms and meningoencephalitis.' We wish to record a case which is unique in that the operculum syndrome resulted from a nocardial abscess in the right hemisphere of a left-handed patient who recovered following treatment of the abscess. A 67 year old Asiatic man presented in April 1985 with difficulty in swallowing for one week and severe speech difficulty for 2 days. He had previously been treated for pulmonary tuberculosis and mild hypertension. There was no previous history of any neurological illness. On examination he was almost mute, being only capable of grunts and hisses. His face was expressionless, with bilateral ptosis. Both sides of the lower face were paralysed but he was able to wrinkle his forehead. The pupils and eye movements were normal. The fundi showed 
